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economic adjustment, an often-expressed concern is that health expenditure, 
and thus AIDS spending, may be reduced, with possible negative consequences 
for efforts to contain the epidemic. Jones conducts multivariate regression 
analysis across a number of adjusting and non-adjusting countries and finds no 
statistically significant effect of adjustment on government health spending, a 
finding consistent with other less rigorous studies. Of course, it still may be the 
case that in some specific countries policymakers have unwisely chosen to 
cut spending on HIV prevention in response to budget problems. Confronting 
AIDS argues that governments have a responsibility to guarantee the highest 
priority AIDS prevention and mitigation programmes (discussed above), 
even when economic adversity or adjustment force cutbacks elsewhere in the 
public budget. 

In the fourth chapter, ‘AIDS: The economic rationale for public 
intervention’, Michael Kremer provides the economic argument for a govern- 
ment role in AIDS prevention even when government resources are extremely 
scarce. He reviews the market failures engendered by the AIDS epidemic — 
among them the negative externalities of risky behaviour, the insufficiency of 
incentives for the private production of public goods, and the asymmetry of 
information between sex or needle sharing partners — and shows why private 
solutions to the AIDS epidemic are likely to be inadequate. 

Public health is often invoked to abrogate certain individual rights in the 
case of an epidemic, such as in the case of a quarantine. With HIV, however, 
this move is counterproductive. In chapter 5, ‘International law and the rights 
of people living with HIV/AIDS’, Hnin Hnin Pyne draws on’ work by the late 
Jonathan Mann - a crusader for human rights in the context of the AIDS 
epidemic — and his collaborator Daniel Tarantola (AIDS in the World II, New 
York, Oxford University Press, 1996). She reviews human rights covenants in 
relation to HIV infection and summarises the degree of protection afforded 
the HIV-infected in countries around the world. Pyne makes the case for the 
need to monitor and document human rights abuses against PLWHA. In 
calling for a closer collaboration between public health scientists and human 
rights advocates, the chapter supports the emphasis throughout Confronting 
AIDS on protecting the rights of the infected as a fundamental requirement of 
an effective government response. 


HIV prevention policies and the socioeconomic determinants of infection 
The second part of this volume includes six papers that served as background 
for chapters 2 and 3 of Confronting AIDS. They deal with the biological and 
behavioural determinants of HIV infection and with prevention strategies. 
Virtually all studies in sub-Saharan Africa have found that adults with 
higher socioeconomic status — as measured by education, income, and 
occupation — are more likely to become infected with HIV than those with 
lower status. At the same time, there is evidence from other parts of the world 


The future demographic impact of AIDS: 
What do we know? 


by John Stover 


Section One: Introduction 

Ever since AIDS was recognised as a critical global health problem that would 
lead to increased adult and child mortality there have been debates about the 
demographic impact of AIDS. There has been speculation that the impact of 
AIDS might be so large as to cause negative population growth rates in some 
countries. Much of this debate centred on Africa, where HIV prevalence rates 
are the highest. Some researchers concluded that: 

“... in the worst-afflicted areas AIDS is likely to change population growth rates 
from positive to negative values in a few decades”. (Anderson et al 1991) 

Others found that: 

“... population growth rates are unlikely to turn negative in Central Africa. 
More likely, the population growth rates in Central and East Africa will not 
drop below half their current values”. (Bongaarts 1990) 

A review of the different approaches to estimating the demographic 
impact of AIDS conducted in 1993 (Stover 1993) found that most 
researchers used similar methodologies. The opposite conclusions were due 
to different views about future levels of HIV prevalence in Africa. Those 
who felt that prevalence would continue to increase to very high levels 
found severe demographic impacts while those projecting more moderate 
prevalence levels in the future found that the demographic impact would 
be significant but would not lead to negative population growth in the 
African context. 

In 1993 and 1994 three major institutions released country-specific 
population projections that, for the first time, included the impact of AIDS. 
None of these studies projected negative population growth in Africa as a 
result of AIDS. However, other results were quite different, especially for 
certain countries. 

The United Nations included the impact of AIDS in its 1992 and 1994 
editions of World Population Prospects (UN 1993, 1995, 1996). In the 1994 revi- 
sion the UN reported: 
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Section Two: Different approaches to incorporating AIDS into demographic projections 

2.1 The United Nations approach 

The Population Division of the Department for Economic and Social 
Information and Policy Analysis of the United Nations Secretariat prepares the 
official population projections of the UN every two years. The 1992 revision 
was the first to incorporate AIDS (UN 1993). The impact of AIDS was includ- 
ed for all countries with an estimated adult HIV prevalence rate of more than 
l per cent. Estimates of HIV prevalence were provided by the Global 
Programme on AIDS (GPA) of the World Health Organisation. As a result, 
AIDS was incorporated into the projections for 15 countries, all in sub-Saharan 
Africa: Benin, Burkina Faso, Burundi, Central African Republic (CAR), 
Congo, Cote d'Ivoire, Kenya, Malawi, Mozambique, Rwanda, United Republic 
of Tanzania, Uganda, Zaire, Zambia, and Zimbabwe. For the 1994 revision (UN 
1995) the projections for Thailand also included the impact of AIDS. 

The UN population projections are made using a standard cohort com- 
ponent projection model developed by the UN called ABACUS. The AIDS pro- 
jections were prepared using the GPA’s EpiModel (Chin and Lwanga 1991) 
and then added to ABACUS through modified death rates (UN 1994). 
EpiModel projects the past and future course of an AIDS epidemic based on 
three key assumptions: 

E the year in which HIV infection first became widespread 
NW the number of people alive with HIV infection in the current year 
M the shape of the infection curve. 

The model allows the user to select a curve type to describe cumulative 
HIV infections over time. 

The UN projections assume a gamma curve (a type of Sshaped curve). A 
gamma curve is fitted to two points: zero infections the year before HIV 
infection became well established in a core group and the current estimate of 
infections. The user decides where on the gamma curve the current year lies. 
If the user decides that the epidemic is still in its early stages, then the point 
representing the current year would be placed in the early part of the S-curve, 
leaving the most rapid increase in infections to occur in the future. If the user 
decides that HIV incidence is currently at its peak, then the current year esti- 
mate would be placed right in the middle of the S-curve. Similarly, if it is 
assumed that the epidemic has reached the endemic stage, then the current 
year estimate would be placed near the top of the S-curve. 

Thus, the assumption about the current stage of the epidemic largely deter- 
mines the future projection. The UN projections assume that the peak incidence 
rate, the middle of the gamma curve, is reached 12 years after the beginning of 
the epidemic. EpiModel also requires an assumption about adult and child incu- 
bation periods. The incubation period is the number of years from infection with 
HIV until the development of AIDS. This is usually described as the percentage 
of people newly infected with HIV that develop AIDS in each subsequent year. 
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length of the incubation period for adults and children 

perinatal transmission rate 

methodology for incorporating AIDS deaths into demographic projection 
length of time from AIDS to death 

age and sex distribution of AIDS deaths 

start year of the epidemic. 


4.1 Base-year prevalence 

The United Nations, World Bank, and Population Council all used the GPA 
estimates of the base-year HIV prevalence. The Census Bureau used its own 
estimates, based on survey results in its database. In most cases, the surveys 
judged to be the most reliable and representative were identified for each 
country and used to estimate urban HIV prevalence. For some countries good 
surveys of rural prevalence are available, but for most, evidence of the extent 
of rural infection is sparse. 

However, a large percentage of the population in most African countries 
lives in rural areas. Therefore, the selection of an appropriate figure for rural 
prevalence is key to the national estimate. The Census Bureau estimated that 
rural prevalence ranged from as much as 70 per cent of urban prevalence in 
Zimbabwe to as little as 20 per cent in Kenya. In most cases urban prevalence 
was assumed to be two to three times as high as rural prevalence. 

The Census Bureau prevalence estimates refer to the adult population 
between the ages of 15 and 49 while the other organisations define adult 
prevalence to refer to all adults over the age of 15. This difference has the 
effect of increasing the Census Bureau estimates by about 15 per cent 
compared to the UN, World Bank, and Population Council. 

The estimates of HIV prevalence provided to the UN and World Bank by 
the GPA were based on the same information in the Census Bureau database, 
supplemented with unpublished data made available to the GPA. They were 
never published and have not been released publicly. However, it is clear that 
they are considerably lower than the Census Bureau estimates. The GPA 
estimate of prevalence in all of sub-Saharan Africa was about 1.8 per cent. The 
Census Bureau estimates indicate a regional prevalence of about 3 per cent. 
The 1992 projections by the UN included special tables for countries with 
estimated HIV prevalence above 5 per cent: Malawi, Rwanda, Uganda, and 
Zambia. According to the Census Bureau, seven countries would have met this 
criteria (including Burundi, Tanzania, and Zimbabwe). 

Both the Census Bureau and the United Nations have prepared new 
projections for 1996 and have updated their estimates of current HIV prevalence. 
They show quite clearly that the Census Bureau estimates are higher for most 
countries than those supplied by the GPA to the United Nations and World Bank. 

Why are the Census Bureau estimates and those of the GPA so different? 
Large variations in country-specific estimates are not surprising. No country in 


The effects of societal variables on urban 
rates of HIV infection in developing countries: 
An exploratory analysis 


by Mead Over! 


Section One: Introduction 

One of the continuing puzzles of the AIDS epidemic is the variation from one 
country to the next in the percentage of the population infected with HIV (the 
HIV prevalence rate). Differences in the level of infection and in its rate of spread 
can sometimes be dramatic, with infection rates rising rapidly and tragically in 
one country and remaining stable at low or almost nonexistent levels in another. 

Since HIV is transmitted between adults primarily by unprotected sex, 
once HIV is introduced among the sexually active population of a country, 
differences in the rate of spread must be attributable to differences either 
in sexual behaviour or in the infectivity of the virus. The three major causes 
of increased infectivity of the virus that have been próposed in the 
literature are: 

E the presence of other ‘classic’ sexually transmitted diseases like syphilis or 

gonorrhoea (Grosskurth et al 1995) 

E the absence of male circumcision (Bongaarts et al 189). 
Qu the specific subtype or ‘clade’ of HIV prevalent in the country. 

The first two of these are related to socioeconomic and cultural factors: 
other sexually transmitted diseases are more prevalent when people have more 
unprotected sex and when people fail to get prompt treatment for such diseases; 
male circumcision is largely governed by traditional customs and religious 
beliefs. The third, the genetic variation in the virus itself, is still speculative and, 
since the mix of subtypes present in a country is not known for more than a few 
countries, must remain beyond the scope of this study. 

While the determinants of an individual’s sexual activity are subtle and 
complex, it is reasonable to expect that social, cultural, and economic conditions 
will influence the frequency of risky sexual behaviour. Furthermore, such 
ageregate-level social variables will also influence the prevalence of other 
sexually transmitted diseases and the percentage of the male population that is 
circumcised. Thus, it is plausible to imagine that variations in social and economic 
variables might predict the level of HIV infection in a given country. The purpose 
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men for commercial sex seems likely to be greater in cities where the ratio of 
males to females in the sexually active age range is greater than one. 
Furthermore, young men in the military and those who have recently arrived in 
the country might be less likely to establish permanent relationships with women 
and therefore be more likely to seek commercial sex. Variables are available to 
measure the ratio of urban men to women ages 20 to 39, the number of soldiers 
as a per cent of the urban population, and the number of foreign-born in the 


country as a percentage of the total population. 

The a aa supply commercial sex in a 
given city is likely to be greater when alternative employment is hard to find 
or poorly paid. Although no reliable measure of urban unemployment or 
wage rates could be found, the purchasing power parity measure of gross 
national product (GNP) per capita seems likely to be roughly correlated 
with the availability of good jobs to low-income people. And for any given 


level of average GNP per capita, the opportunities available to the poorest 
will be more attractive in a country where incomes are distributed relatively 


equally. We use the Gini coefficient as a measure of the inequality of income 
distribution, where a value of zero indicates perfect equality (i.e., everyone 
earns the same amount) and a value of one indicates perfect inequality (i.e., 
all income is received by a single person). 

Since those practising commercial sex are more frequently women, a 
second relevant measure of inequality is the gap between male and female 
literacy rates. In a city of a given average income and a given distribution of 
that income between rich and poor, a larger gap between mdle and female 
literacy is likely to mean fewer conventional job opportunities or lower 
conventional wages for women.\Incidentally, greater inequality between the 
rich and the poor or between men and women also seems likely to increase the 
bargaining power of men in the upperincome brackets who would like to 
purchase commercial sex and thus to augment the demand for, as well as the 
supply of, commercial so 

A detailed understanding of the sociology of sexual behaviour in a given 
country would no doubt help to explain the willingness of people either to 
supply or to demand commercial sex. Furthermore, in many countries the 
epidemic is exacerbated by the frequent unprotected sex acts that occur 
outside the commercial market as usually defined. In the absence of published 
data on the cultural norms that shape a society’s sexual practices, we use the 
percentage of the population that is Muslim as an indicator, which we expect 
to correlate negatively with both the supply of and the demand for risky 
sexual behaviour. 

A final important consideration in explaining the current level of 
infection in a country is the time since the epidemic started. Although an 
ideal measure of this variable is not available, an alternative is the number 
of years since the first case of HIV infection or AIDS was reported. We also 
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Pooling the data on low- and high-risk groups into a single regression 
improves the precision of the coefficient estimates substantially, even after 
taking into account the within-country correlation between the residuals from the 
low- and high-risk groups. Note that the pooled estimates in column (6) are a 
weighted average of the estimates for the two groups separately and that the t-sta- 
tistics and F-statistic are higher than they were in columns (3) or (4). All t-statistics 
now exceed the critical value associated with the 5 per cent significance level. 


4.1 Admitting 22 additional countries 

The 50 countries included in set A and used to estimate equation (6) include 
17 from sub-Saharan Africa, 15 from Latin America and the Caribbean, 14 
from Asia (including India and China), and 4 from the Middle East. One can 
wonder whether the results in column (6) are specific to these countries, which 
have complete data for the eight independent variables and for one or both of 
the two prevalence rates. Columns (7) and (8) expand the sample to admit the 
22 additional countries (set B), which are missing no more than one of the 
eight explanatory variables. Fifteen of these are from sub-Saharan Africa, five 
from Latin America and the Caribbean, and one each from Asia and from the 
established market economies. Descriptive statistics for the available data on 
countries in set B are presented in column (2). 

In order to include these 22 additional countries without dropping any of 
the eight explanatory variables, we impute the missing values of each of the 
eight variables. Columns (7) and (8) differ only in the imputation method used. 
In column (7) the missing values are replaced by their theans and in 
column (8) by their predicted values based on a regression in the subset of data 
for which they are present. Greene (1993) discusses these two ,approaches 
under the terms ‘zero-order’ and ‘first-order’ mean replacement.\Rather than 
replace the missing value directly with its imputed value, we zero-fill the missing 
values and create an auxiliary variable containing the imputed values. 

The number. of additional variables created in this way equals the num- 
ber of original explanatory variables that contain at least one missing value. 
The coefficients of these auxiliary variables are not reported because they are 
typically very similar to the coefficients of the original variables and their inclu- 
sion would make the table unwieldy. However, the number of such variables is 
reflected in the number of degrees of freedom reported for the F-tests in table 
1. (Full results are available from the author.) i 

Since the estimates in columns (7) and (8) are quite similar, we focus 
attention on the simpler approach in column (7), in which missing values are 
replaced by their means. Although the fit of equation (7) is slightly worse than 
that of (6), we prefer to use equation (7) because its inclusion of a total of 72 
countries makes it more representative of the global epidemic. 

Figure 1 shows the associations of four of these variables with the 
percentage of urban adults infected with HIV as estimated in column (7) of 
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We have experimented with a variety of other variables that might 
plausibly have been thought to influence HIV prevalence. Introduced one at 
a time, none of the following variables contributes to a statistically significant 
degree to explaining the cross-country variation in HIV prevalence: the ratio 
of male to female secondary school enrolment, rate of urban population 
growth, percentage of male population circumcised, the availability of 
condoms in 1982 and 1990, and public health expenditure as a percentage 
of gross national product. 


Section Five: Conclusion 

An exploratory analysis of the determinants of HIV infection rates demonstrates 

a surprisingly strong relationship between eight aggregate variables and the 

infection rate of low-risk urban adults. The fact that low-risk and high-risk 

infection rates display similar relationships with these eight variables leads us to 

pool the two measures of severity in order to increase the power of the 

estimates. The results of the analysis are broadly consistent across several 

different specifications and with or without the inclusion of an additional 22 

countries that have missing values on one or more of the eight independent 

variables. The results support several hypotheses that have been common in the 

literature on AIDS: 

NW . Both poverty and income inequality facilitate the spread of AIDS. 

NW Inequality between the sexes, either in access to urban jobs or in literacy, 
can speed the spread of AIDS. 

EM Countries with more soldiers have higher HIV infection rates, a finding 
that points to the importance of condom promotion among the military. 

M = High-risk groups are the driving force of the epidemic. 

Although the variables used to capture openness of the economy and of 
the frontiers to labour force migration are imperfect, the percentage of the 
population that is foreign-born has a statistically significant positive effect on 
infection rates in two of the six reported regressions. This finding suggests 
that some of the processes that are friendly to growth might also exacerbate 
the AIDS epidemic, unless public health officials take compensating 
protective measures. 

A path toward control of the AIDS epidemic is economic and social 
development, implemented so as to reduce, rather than to increase, income 
and gender inequality. But policies to speed such growth are already desirable 
for general development reasons. The analysis here points to the need for 
additional policies to reduce risky behaviour among soldiers, sex workers, and 
others who are most likely to contract and spread HIV. 

Furthermore, the regressions fail to explain fully two-fifths of the variation 
in infection rates across countries. Some of this additional variation might be 
explained with better measures of the variables we are already analysing. But 
most of it is undoubtedly due to subtle characteristics of the cultures of these 


Does structural adjustment cause AIDS? 
One more look at the link between 
adjustment, growth, and poverty 


by Christine Jones 


Section One: Introduction 

The possible link between structural adjustment and HIV infection is part of a 
larger debate on the impact of structural adjustment on people's well-being 
that was initiated by the UNICEF-sponsored debate on adjustment with a 
human face. This paper first reviews the hypothetical links between structural 
adjustment and the economic variables that in turn are thought to be related 
to the prevalence of HIV. It then presents the results of multivariate regression 
analysis for some 90 adjusting and non-adjusting counties in the 1980s and 
early 1990s, showing the relationship among adjustment, economic growth, 
poverty, and government health spending. 

The literature on structural adjustment and AIDS offers’a number of 
useful hypotheses as to what might be the relationship between structural 
adjustment and HIV infection. (See also the discussion in Confronting AIDS, 
World Bank 1997, and Over 1998, in this volume.) 


l1 Structural adjustment programmes, with their emphasis on fiscal discipline, 
might lead to a decline in government health expenditures, which in turn 
increase the rate of HIV infection. The possible links between government 
health expenditures and HIV infection might include: 

M less funding for the treatment of STDs, which increases the risk of 
transmitting HIV 

NW less funding for blood screening 

M less funding to support good hygienic practices in clinics (e.g., 
sterilisation of equipment) 

M less provision for public education campaigns. 
In addition, structural adjustment programmes, if they lead to a 
decline in education expenditures, could increase the population’s 
chance of contracting HIV by reducing the efficacy of public education 
campaigns and in general people’s ability to be aware of the risks 
of infection. 
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Section Three: Empirical evidence on the link between policy reforms and health expenditure 
3.1 Policy reform and GDP growth 

The simple group averages show that the IAL countries outperformed the OAL 
and the NAL- countries in the late 1980s and early 1990s in terms of growth 
rates of GDP. Controlling for the initial level of GDP per capita, regression 
analysis confirms that the IAL countries had significantly higher rates of growth 
during 1985-88 than the OAL and the NAL- countries. There were no signifi- 
cant differences among groups in the third period (1989-93). There was a sig- 
nificant rebound of the IAL group’s growth rate between 1981-84 and 1985-88. 
Little of the variation in GDP growth rates is explained, however, by a country’s 
adjustment loan status. 

Controlling for policy variables, we find, as expected from other research, 
that lower inflation rates and more open trade policy are associated with higher 
rates of GDP growth. An increase in the terms of trade is also associated with 
higher rates of growth but an increase in aid flows is not. 

Including the policy variables, however, does not completely drive out the 
adjustment dummy variables. While the differences among the groups are not 
significant in the second period as in the simple regressions, the growth rate is 
significantly higher in the 1985-88 period compared to the prior period for 
the IAL countries, implying that the turnaround in growth was stronger than 
expected, given changes in the policy variables. 

A dummy variable was added for the franc zone countries in sub-Saharan 
Africa, reflecting the fact that the currency of the zone was strongly overvalued 
even though the black market premium was close to zero. The franc zone 
dummy variable was significant and negative. The sub-Saharan Africa dummy 
variable was not significant. 

These findings are consistent with those reported in a World Bank 
report on adjustment lending (1992). Comparing the GDP growth rates in 
the 1970s with those in the 1980s, the report found that adjustment in the 
intensive adjustment lending countries was associated with substantial 
medium-term gains to middle-income countries, but with more moderate 
gains to low-income countries. 

Even if better policies lead to higher growth rates, in the short term, 
the impact of policy reform may lead to a contraction in output. Khan’s 
(1990) study of the impact of IMF-supported adjusted programmes shows 
that GDP fell in the programme year and also in the second year, though 
the effect is lessened in the second year. Easterly (1996) finds, however, that 
stabilisation need not impose a cost even in the short term. He shows that 
a reduction of inflation from high initial levels is associated with an expan- 
sion of output, and that the expansion begins with the first year that 
inflation declines. 

In sum, the regressions suggest that policy reforms do not lower growth 
in the medium term; they are based on four-year periods (five years in the case 
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Using the regression coefficients from the GDP growth regression, we 
calculated a policy score based on the values of the inflation, black market 
premium, fiscal balance, and openness variables for the year during which the 
survey was conducted as well as the two years preceding it. 

In 17 of the 22 cases, the policy index changed in the same direction as the 
trend in poverty reduction. In four cases (Ghana, India, Pakistan, and Sri Lanka), 
there is a small negative change in policies, but a positive trend in poverty reduc- 
tion and GDP per capita growth. In the case of Honduras, there was a small 
improvement in policies and GDP increased, but poverty was not reduced. This 
conclusion broadens the results presented in Demery and Squire (1996), who 
found that an improvement (deterioration) in macroeconomic policies in six sub- 
Saharan African countries was associated with a reduction (increase) in poverty. 

As Demery and Squire point out, however, even though the incidence of 
poverty declined overall in the countries that undertook policy reforms, in 
several of the countries studied (Nigeria, Tanzania, and Kenya) ‘hard-core’ 
poverty actually increased among the poorest of the poor. In other countries, 
such as Ghana and, more recently, Côte d'Ivoire, urban poverty clearly 
increased even though poverty in the rural sector, where the majority of the 
poor live, diminished or showed little change. These findings could have 
worrisome implications for the spread of HIV, if an increase in urban poverty 
or a decrease in household expenditures of the poorest segment of the 
population increases the risk of contracting HIV. 


4.6 Inequality d 

While evidence is mounting in support of a positive link among policy 
reforms, growth, and poverty reduction, it is worth pointing out there is little 
convincing evidence that poor countries must go through a phase of greater 
inequality as their economies expand (Bruno et al 1996). In view of the strong 
persistence of levels of inequality over time, macroeconomic policy reform 
would appear to have a far less important impact on long-term levels of 
inequality than the initial distribution of assets, including human capital, and 
the impact of that factor on government investment and expenditure 
decisions that in turn affect the future distribution of income. 

This does not mean that there has been no increase in inequality in 
adjusting countries, however. The World Bank evaluation of adjustment lending 
(1995) finds that inequality, as measured by the Gini index, rose in about half 
of their country sample of adjustment lending and non-adjustment lending 
countries. Greater inequality, of course, does not imply greater poverty. The 
evaluation found that in most cases the growth component dominated even 
though in a number of countries the redistribution component was quite 
significant in influencing the change in the head-count index of poverty. 

As noted above, a rise in inequality, even if it is accompanied by an 
overall reduction in the number of poor, could lead to an increased 


AIDS: The economic rationale for 
public intervention 


by Michael Kremer 


Section One: Market failure, equity, and the rationale for public action against AIDS 

Many health professionals assume that the government should be involved in 

combatting the AIDS epidemic. While the case for government intervention 

may be clear to those in the health professions, many economists believe that 
too many resources have been invested in the fight against AIDS. It is useful to 
compare the case of AIDS with that of malaria. As The Economist recently noted, 
malaria causes three times the worldwide burden of death and disability as 

AIDS. Yet governments spent about US$1 billion on AIDS research in 1990 and 

only US$60 million on malaria research. While it may well be the case that the 

world should put more effort into fighting both malaria and AIDS, from the 
standpoint of health officials in developing countries with limited budgets, it is 
not clear whether more resources should be allocated to fighting AIDS. 

From an economic standpoint, an argument for government intervention 
to fight the AIDS epidemic must have several components: 

M First, an equity argument or a source of market failure must be identified. 
As Philipson and Posner (1993) argue, standard economic welfare analysis 
does not typically suggest that the government should interfere in people's 
decisions about what risks they wish to assume. 

MW Second, it must be shown that cost-effective interventions exist. Given that 
there is limited evidence about the effectiveness of anti-AIDS programmes, 
it is not clear that these programmes should be the highest priority 
investments for poor countries with many other problems. 

E = Third, even if there were a theoretical case for government intervention, 
and even if cost-effective interventions could be found, it must be argued 
that the political process could lead to these programmes actually 
being implemented. 

This paper deals primarily with the first of these issues, arguing that even 
in those cases in which the risk of contracting AIDS is assumed voluntarily, there 
is a theoretical case for government intervention in the AIDS epidemic. 
Economists generally recognise the case for public subsidies for vaccination, 
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however, that for all the controversy that this issue has attracted, it is unlikely 
to be relevant for the vast majority of workers in developing countries, since 
they work for firms that do not provide health insurance. 

The following sections apply the ideas of asymmetric information in the 
somewhat less familiar context of policy toward sexual behaviour. 


Section Three: Policies to promote condom use, treatment for sexually transmitted diseases, 
and use of safe blood 

When an individual takes an action that reduces his or her chances of becoming 
infected, but that cannot be documented to future partners, the individual creates 
positive externalities. Consider, for example, somebody who has a sexually trans- 
mitted disease that is a cofactor for HIV transmission. If the person has the disease 
treated, he/she is less likely to pass on the disease to his/her future partners. If the 
person’s future partners cannot observe whether he/she has had his/her sexually 
transmitted disease treated, then the person would face too small an incentive to 
obtain treatment. 

Moreover, consider someone who has a sexually transmitted disease and 
is deciding whether to be treated immediately or after a year. Even if the 
person’s partner during the year can observe that the person has a sexually 
transmitted disease, there will still be a positive externality to obtaining treat- 
ment immediately. The person is less likely to become infected with HIV 
during the year if he/she is treated and therefore is less likely to infect new 
partners after the year has finished. Thus, there is a role for the government in 
promoting and subsidising treatment of sexually transmitted diseases. Note 
that this is also likely to be a cost-effective way of fighting the AIDS epidemic, 
in part because it automatically targets high-activity people. A similar argument 
indicates that the government should subsidise the provision of safe blood. It 
is an empirical matter whether it is cost-effective for the government to pay for 
blood supplies. 

Note that the possibility of HIV testing does not eliminate this externality. 
HIV testing is costly enough in money and in psychic well-being that most people 
do not undertake it. Given this, people will not face correct incentives for taking 
actions that affect their risk of HIV infection, such as obtaining treatment for an 
STD or using a condom. Note also that the mere fact that people have some infor- 
mation about the risk of the potential partner does not necessarily reduce this 
externality. For example, if people use age and outward behaviour as a signal of 
risk, they may in fact do quite well in estimating the risk that a potential partner 
will be infected. However, people will still not have correct incentives to take 
actions, such as seeking STD treatment or using a condom, that cannot be 
observed by future partners. 

Philipson and Posner have suggested that the cost of the AIDS epidemic 
is bounded by the cost of condom use, since people can protect themselves 
through condom use. This argument should not be taken as implying that the 
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E Second, the model suggests that reductions in activity by low-activity people 
are only likely to increase steady-state prevalence in low-prevalence 
populations. Reductions in activity by low-activity people are not likely to 
increase prevalence in high-prevalence countries in Africa, for example. 

E Third, reductions in activity by low-activity people will reduce prevalence 
for a short period before increasing prevalence. 

@ Fourth, the conclusions may be weakened by search costs in finding 
partners and by behavioural responses to changes in others' activity. 
The analysis above implicitly assumed zero search costs and used the 
example of a bar in which one could always find a partner. 

One could also imagine a ‘dating’ model, in which people went on dates 
and decided whether to have sex, and the search costs for finding a new date 
were infinite. If the low-activity people decided to have sex on fewer dates, the 
high-activity people would automatically also have sex on fewer dates. It seems 
likely that many high-activity people will not continue dating without sex, but 
instead will seek other sexual partners. 

It seems plausible that search costs are small enough that many high-activity 
people will respond to a potential partner's abstinence by seeking a new partner, 
but large enough that some of the same high-activity people will choose to 
comply with a potential partner's preference for condom use. As discussed below, 
in this case, public health messages directed to low-activity people will be more 
likely to reduce prevalence if they stress condom use rather than abstinence. 

Although making the number of partners endogenous changes the positive 
analysis of the spread of the epidemic, it does not change the direction of 
externalities. If there are no search costs, each person's welfare depends on the 
probability of infection in the pool, because it is this probability of infection that 
determines the tradeoff between the desired number of partners and the 
probability of infection. Reductions in activity by low-activity people that increase 
prevalence in the pool of available partners will reduce others' welfare. If there 
are search costs, people who reduce their activity will create additional negative 
externalities by increasing search costs for the rest of the population. 

These caveats and the extreme simplicity of the models suggest that the 
results discussed above should be taken as provisional. However, to the extent 
that the results prove robust under more complex models, they reinforce the 
case for targeting to high-activity people public health messages urging 
reductions in the frequency of partner change. o 

Public health messages can be targeted through their content, as well as 
through the choice of advertising media. For example, under theories of 
cognitive dissonance, messages stressing the dangers from even a single sexual 
encounter may have more impact on low-activity people, but messages urging 
people to avoid one-night stands may reduce activity among the highly active. The 
‘Get high, Get stupid, Get AIDS’ campaign in the United States warning people 
about the links among substance abuse, unprotected sex, and AIDS presumably 


International law and the rights of people 
living with HIV/AIDS 


by Hnin Hnin Pyne 


Section One: Introduction 

Prior to the HIV/AIDS epidemic, the link between health policies and human 
rights was rarely drawn. Indeed, public health, which traditionally has 
employed measures that can be coercive, compulsory, and restrictive, has often 
been considered as one of the legitimate grounds for restricting human rights 
(Gruskin et al 1996; Mann et al 1992). The HIV/AIDS epidemic heightened 
the need to explore the nexus between health policies and human rights, 
because the common initial response to the epidemic — very much in the 
tradition of public health in tackling a communicable disease — imposed 
coercive measures, such as identifying infected individuals who were then 
labelled as carriers and subjected to isolation and quarantine. 

The disease also quickly became associated with certain population groups, 
such as homosexuals, commercial sex workers, refugees, or migrant workers, 
who in most cases already are marginalised within society. Blame and fear 
spurred many of the initial HIV policies and interventions. Groups that often 
lacked a voice in the political and policymaking realm became easy targets for 
coercive and restrictive measures. This phenomenon precipitated the mobilisa- 
tion of human rights groups and activists who questioned the effectiveness of 
such measures and sought to find alternative means of containing the spread of 
HIV. The early stage of the epidemic was characterised by confrontation between 
the public health and human rights communities. 

The relationship between human rights and HIV/AIDS, however, has 
evolved in the last two decades. By the late 1980s, the World Health 
Organisation (WHO) began to adopt a policy that respects and promotes 
human rights as an integral component of HIV prevention. It began to espouse 
a view that discriminating against people living with HIV/AIDS (PLWHA) and 
blaming certain population groups as ‘vectors’ of the virus are counterproduc- 
tive to prevention and mitigation efforts by driving the epidemic underground. 

Stigmatisation and discrimination discourage those who are most affected 
and vulnerable from seeking assistance from health and social services. 
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taken away by any government or individual. They exist not as a consequence of 
our citizenship, but of our humanity (Whelen 1993). 

In the area of human rights, the law has identified certain principles, or 
peremptory norms of conduct, from which no divergence is permitted. A 
nation may, therefore, be held to be in breach of inviolable standards of 
customary international law, if it practises, encourages, or condones: - 
genocide 
slavery or slave trade 
the murder or causing the disappearance of individuals 
torture or other cruel, inhuman, or degrading treatment or punishment 
prolonged arbitrary detention 
systematic racial discrimination 
(restatement [Third] of the Foreign Relation Law of the US, Section 702 a-f, 
Reporter’s Note 12, 1987, cited in Ragland 1994). 

Various other acts breach customary law if perpetrated regularly and in 
accordance with state policy. A country also, therefore, violates international 
law if it practices, encourages, or condones: 


M a consistent pattern of gross violations of internationally recognised 
human rights (this refers to violations of those rights that are universally 
accepted and that no government would admit to violating as state poli- 
cy). An abuse not defined gross will be deemed as such if it is carried out 
as part of a consistent pattern, i.e., systematic harassment, invasions of the 
privacy of the home, denial of the right to return to one’s country, mass 
uprooting of a country’s population, denial of freedom of conscience and 
religion, and invidious racial or religious discrimination (Ragland 1994). 
It is important to note that the international human rights covenants, 

although legally binding, are not self-executing. This means that each state must 
enact domestic enabling laws in order to actualise the human rights principles. 
The key conventions, such as the Political Covenant, entail the establishment of 
committees responsible for monitoring compliance by states that have ratified 
these conventions. Some committees require governments to provide periodic 
reports, whereas others receive and investigate human rights violations alleged 
by individuals against the state (Cook 1995). The principal concern of human 
rights law is this relationship between the individual and the state. 

Existing legal treaties and customary law therefore ensure the protection of 
the human rights of PLWHA and others tackling the HIV/AIDS epidemic and 
provide a strong foundation for these rights that is secured by, among others, the 
principles of nondiscrimination, right to privacy, right to liberty and security, 
right to marry and found a family, and freedom of movement. 

It is important to recognise that public health is one of the legitimate 
grounds for infringement of the rights of individuals (others include national 
security and public order and morality). However, public health may only serve 
as a justification when the impediments placed on human rights: 


Who is most likely to die of AIDS? 
Socioeconomic correlates of adult deaths 
in Kagera Region, Tanzania 


by Martha Ainsworth and Innocent Semali' 


Section One: Introduction 

This paper compares the socioeconomic characteristics of the adults who died 

from AIDS and those who died of other causes among a stratified 

random sample of more than 800 households in the Kagera Region of Tanzania, 

interviewed from 1991 to 1994. Why should analysts and policymakers be 

concerned about the characteristics of those who are infected? 

M First, information on the observable characteristics of those most likely to be 
infected can improve the targeting and effectiveness of prevention activities. 

M Second, the background characteristics of those infected with HIV 
affect the economic impact of the AIDS epidemic on households and 
the economy, including the distribution of skills in the labour force 
and the demand and ability to pay for curative medical care. 

E The socioeconomic characteristics of individuals who are infected with HIV 
and who die from AIDS are also important in developing programmes to 
assist households and communities in coping with the epidemic. 


Section Two: The relation between HIV infection and socioeconomic status 

Poverty and illiteracy might be expected to raise the probability of infection of 
sexually transmitted diseases, since people with low incomes may be less able 
to afford condoms or STD treatment and those with little education may have 
less access to information about the dangers of high-risk behaviour or may be 
less able to understand prevention messages. This explains why, for most STDs, 
the poor and uneducated have higher infection rates (Lacey and others 1997). 
This also appears currently to be the case for the spread of HIV in 
industrialised countries (Cowan and others 1994; Krueger and others 1990; 
McCoy and others 1996). However, at least in the first decade of the HIV/AIDS 
epidemic in Africa, HIV infection did not follow this pattern. Many studies, 
most of them from Central and Eastern Africa in the late 1980s and early 
1990s, show a positive correlation between HIV infection and socioeconomic 
status, as measured by schooling, income, or occupation (table 1). 
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Section Six: Discussion 

Although the HIV status of those who died was not measured in the KHDS, 

there are several results supportive of the quality of the verbal autopsy reports 

of surviving household members: the age pattern of AIDS deaths compared to 
deaths from other causes; the gender pattern of the predicted probability of 

AIDS deaths by sex; and the fact that a very high proportion of those reported 

to have died from AIDS had also suffered four symptoms. 

There is a lag between HIV infection and death of about 10 years in 
developed countries, and this is believed to be substantially shorter in developing 
countries, perhaps as short as five to six years (Mulder 1996). 

This means that those reported to have died due to AIDS in the KHDS 
were most likely infected in 1984-88. During the time that these individuals 
were infected, the probability of infection was still correlated with higher 
levels of education. This pattern of infection may be due to riskier 
behaviour among those with higher levels of education at that time (e.g., 
multiple sexual partners without use of condoms) or, in the case of women, 
a reflection of the likelihood that women with more education are likely to 
marry men with more education and who engage in risky behaviour. The 
results also show that, while household assets or wealth offer some 
protection from death from other causes (at least for men), they do not 
protect people from HIV/AIDS mortality. 

What are the implications of these findings? 

E First, the results here testify to the enduring, lagged impact of AIDS 
mortality long after HIV infection; even as the socioeconomic patterns of 
new infections change, AIDS mortality will continue to affect those of 
higher status who were infected long ago and disproportionately to affect 
the skilled labour force. 

M Second, while we may expect the socioeconomic characteristics of 
those who are infected or who die from AIDS to change over time as 
the most educated differentially act on prevention information, this is 
not something that will automatically occur. [DHS results show that 
Tanzanian men and women with even a few years of schooling are more 
likely to use condoms with casual partners (Filmer 1998, this volume). ] 
However, the DHS data also show that as recently as 1994, only half of 
women and two-thirds of men nationally who had had a recent casual 
or commercial sexual partner were aware that condom use prevents 
HIV infection. 

In fact, we have no evidence that there has been any change in the 

socioeconomic characteristics of those newly infected in Tanzania. The most 

recent study available, using data from 1995-96, found a positive correlation 
between education and infection among women attending antenatal clinics 
in Dar es Salaam (Msamanga and others 1996). These women were 
probably infected far more recently than those in the Kagera sample who 


The socioeconomic correlates of sexual 
behaviour: A summary of results from 
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Section One: Introduction 

Patterns of sexual behaviour are one of the primary determinants of the 
spread of HIV, and understanding these patterns is vital to predicting the 
course of the disease and potentially targeting public interventions. Using a 
set of recently collected data on sexual behaviour from nine countries, this 
paper seeks to answer the question: 

M What are the socioeconomic correlates of sexual behaviours that increase 

or decrease the risk of HIV/AIDS infection for women and men? 

There are many studies that have analysed the socioeconomic correlates of 
HIV infection (see, for example, Barongo and others 1992; Grosskurth and 
others 1995; Serwadda and others 1992; Menon and others 1998, this volume). 
The results from these studies tend to support the hypothesis that, in the general 
population of many developing countries, HIV infection tends to be associated 
with higher socioeconomic status for both men and women. Studies that focus 
directly on the socioeconomic correlates of sexual behaviour, one of the primary 
means by which the disease is spread, are much more rare. 

In this paper, multivariate analysis is used to analyse individual-level 
Demographic and Health Survey (DHS) data for nine countries (or in one case 
a region within a country). Four of these countries are in Eastern and Southern 
Africa (Kenya, Tanzania, Uganda, and Zimbabwe), three are in Central and 
Western Africa (Burkina Faso, Central African Republic [CAR], and Cóte 
d'Ivoire), and two are in the Latin America and Caribbean region (the 
northeast region of Brazil and Haiti). The analysis focuses on three outcomes: 
W. whether the respondent had a recent non-regular sexual partner 
EB whether the respondent used a condom during sexual intercourse with a 

recent non-regular partner 
MW. whether a respondent aged 15 to 19 has ever had sexual intercourse. 

The socioeconomic correlates included are: 

E age and education 
M urban residence 
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Among those with at least one non-regular partner, the overwhelming 
majority of both men and women report having only one of these partners. 
Moreover, in all the samples, men are more likely than women to have had at 
least one non-regular partner; among those with at least one non-regular 
partner, men are systematically more likely than women to have more than one. 
There are only a small number of individuals who report having a large number 
of non-regular partners: among those with at least one, no more than 5 per cent 
of women or men ever report having more than five non-regular partners 
(except for men in Kenya). 


4.1 Age, education, and residence 

The relationship between various aspects of sexual behaviour and education is 
likely to be complex. If education is positively correlated with income, and sex 
with a non-regular partner is increasing with income (as some have suggested 
is the case for men), then we should observe erve a positive _ relation between 
education and the probability of non-regular sex. 

On the other hand , higher education levels might lead individuals to be 
exposed to or to heed prevention messages and engage in less non-regular 
sex, or less ‘risky’ sex (e.g., by using a condom). Caraél (1995) found that, for 
both men and women, there is a positive relationship between non-regular 
sex and educational attainment in most of the samples he analysed. Kapiga 
and others (1995) found that, in a sample of women in Dar es Salaam, 
Tanzania, education was positively related to a higher number of sexual 
partners as well as to condom use. Ahlburg and others (1996) fóund that, in 
the Philippines, “men whose wives believed that they engaged in extramarital 
sex were more educated’. 

In order to estimate these relationships with a minimal imposition of func- 
tional form, the age of the respondent is included as dummy variables for five- 
year age groups (20-24, 25-29...) with the omitted category being those aged 
15-19. The educational attainment of the respondent is included as dummy 
variables for years of formal schooling attained (1-3, 4-6(7,8), 7(8,9)-10, 11 
and over) with the omitted category being no schooling. The cutoff selected for 
the second and third dummy variables is based on the number of years of pri- 
mary school in the country’s educational system. It is equal to six years in 
Burkina Faso, CAR, Cöte d’Ivoire, and Haiti; seven years in Tanzania, Uganda, 
and Zimbabwe; and eight years in Kenya and Brazil (UNESCO 1995). | 

There are strong differences in the HIV seroprevalence rates between 
urban and rural areas and there may be strong differences in behaviours as well. 
Therefore, in the multivariate analysis, the urban/rural status of the household 
is included as a dummy variable equal to one if the household resides in an 
urban area. Furthermore, the hypothesis that the relationship between sexual 
behaviour and education differs by residence is tested by including a set of 
interaction terms between education and the residence dummy. 
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Women in urban areas in Tanzania, Zimbabwe, and CAR are all more 
likely to have used a condom whereas in Kenya and Côte d'Ivoire there is no 
urban-rural differential after controlling for age and education (table 8). 
For men, the probability is always higher in urban areas, but the effect is 
significant only in Tanzania (and even there only at the 10 per cent level). 


5.2 Occupation and assets 
These variables are significant as a group only in Tanzania and Zimbabwe and 
for women in CAR and for men in Uganda and Cóte d'Ivoire. For women 
in Tanzania and CAR and for men in Tanzania and Uganda, it is the same 
occupational group that has the highest probability of having had sex with a 
non-regular partner that has the highest probability of having used a condom 
during such sex (i.e., services for women in Tanzania, manual for women in 
CAR, and professional for men in Tanzania). In Zimbabwe it is women in 
manual occupations and men in professional occupations that have the great- 
est likelihood of using a condom. In Côte d'Ivoire it is men in professional 
occupations that have the highest probability of using a condom. 

Asset variables are in general individually as well as jointly insignificant. 
The exception is finished flooring in CAR, which is associated with a higher 
probability of using a condom with a non-regular partner. 


Section Six: Onset of sexual activity among 15 to 19 year olds 

In order to analyse the onset of sexual activity, the binary variable ‘ever had sex- 
ual intercourse’ is analysed among those who are 15 to 19 years old. In the 
samples collected, this can be almost identically defined for all the samples of 
young women and men (ages 15 to 19) in all but three of the countries. In 
Brazil, the sample of men is a sample of husbands and the question of whether 
they had ever had sexual intercourse was not asked. In the Burkina Faso and 
Côte d'Ivoire samples the analysis could not be carried out for men. 

Age and educational variables are each jointly significant in all the samples 
except education for men in Uganda, Zimbabwe, and CAR and for women in 
Cóte d'Ivoire. In samples where this effect can be estimated for both males and 
females, men are more likely to have had sex at all ages in Tanzania and Haiti, 
equally as likely in Zimbabwe, and less likely in Uganda and CAR. 

Unsurprisingly, the proportion of 15 to 19 year olds who have ever had 
sex is increasing with age. Caraél (1995) found that the shape of the rela- 
tionship varied greatly across countries and that finding is somewhat echoed 
here. In almost all the African countries the probability starts at between 10 
and 20 per cent for 15 year olds and increases almost linearly to reach 
between 60 and 70 per cent for 19 year olds. For women in Côte d'Ivoire it 
starts at about 40 per cent at age 15 and reaches 95 per cent for 19 year olds. 
The relationship in Northeast Brazil and Haiti is different: for women it is 
much flatter, starting at around 10 per cent at age 15 and reaching around 
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Section One: Introduction 

Economic insecurity, poverty, inequality, low educational level, and social 
stigma are powerful determinants of morbidity and mortality. The role of socio- 
economic determinants of HIV risk behaviours is still largely unexplored, although 
it is recognised that along with the social and economic changes that have 
occurred in developing countries in communication, education, urbanisation, and 
migration, patterns of sexuality have also changed (Tawil, Verster, and O’Reilly 
1995). The few studies that have shown the importance of such factors largely con- 
centrate on sex workers and have generally ignored the so-called general popula- 
tion amid the increasing evidence that heterosexual transmission of HIV is still 
growing rapidly in many parts of the world (Ford and Koetsawang 1991). 

In the search for improved understanding of the social context of sexual 
risk behaviour and exposure to HIV, we present a study on the socioeconomic 
correlates of risky sexual behaviour across 12 countries/sites. 

M First we describe the data source and the dependent and independent 
variables used in the analysis. 

M Then we examine the results of the multivariate analysis. 

MW A discussion will close this analysis. 


Section Two: The data 

2.1 Data source and study population 

The Global Programme on AIDS (GPA) of the WHO launched in 1988 a pro- 
gramme of surveys to provide basic descriptive information about the knowledge, 
attitudes, beliefs, and sexual behaviour of general populations as they relate to the 
risk of HIV infection (WHO/GPA 1988a, 1988b). The GPA surveys were intend- 
ed to contribute to a better understanding of the links between sexual behaviour 
and key factors, such as age, gender, education, marital status, and residence. An 
implicit expectation was that, as in other social fields, such as reproduction, family 
planning, or health seeking behaviour, these key socio-demographic factors will 
influence sexual behaviour in similar ways across cultural boundaries. 
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4.4 Prevalence of STD symptoms 
The proportion of sexually active men who reported symptoms of genital 
discharge and/or sores in the last year is only available in four population sites. 

Current age has a significant positive effect on reported symptoms of 
STDs. Generally, STD symptoms are more likely among young adults — 20-29 
year olds — except in Kenya, where the probability is highest at intermediate 
ages. Educational level does not influence significantly the STD variable, and 
as expected, urban residence is associated with higher prevalence of symptoms 
than rural residence in two out of four sites. 

Occupational categories seem to affect significantly the prevalence of 
STD symptoms but in two opposite directions. In Tanzania, the probability of 
reporting symptoms is higher among farmers than among all other 
occupations. In contrast, in Kenya, the farmers have the lowest probability 
compared to the other groups. In Côte d'Ivoire and Lesotho, no significant 
association is found. 


Section Five: Predicted probability of risk, by study site 

The predicted probability of having non-regular partners in the last 12 months 
by age group and by educational level for men and women is shown for each 
study site in figures 1-12. The probabilities of non-regular sex are always higher 
for men than for women. The age profile is as expected for both genders in most 
sites, peaking between ages 20 to 29 for men, a little earlier for women, then 
declining sharply or smoothly according to each site. Men in Burundi and 
Sri Lanka do not follow this pattern in the sense that the peak is more around 
30, reflecting probably delay in age at first sexual intercourse. 

More surprisingly, in Lesotho, probabilities increase with older age for 
both genders. Lesotho is a country where 60 per cent of the male labour force 
is usually absent from home to work in the Republic of South Africa. 
Extramarital sexual relationships increasing with age may be linked to labour 
migration. Finally, in Rio de Janeiro, the peak of non-regular sexual relations 
is around 15 years old for male and female youths. 

The educational profiles for men in most sites reflect higher probability 
of risk behaviour with higher schooling level. Lesotho emerges again as an 
outlier, with higher probabilities associated with no schooling. A similar 
pattern is found in Sri Lanka, whereas in Singapore the highest probability is 
associated with primary schooling. Among women, there are no clear patterns 
emerging and the profile is very heterogeneous. 

The predicted probabilities of commercial sex in the last month, by age 
and level of schooling, were examined in eight study sites, for men only. In 
most surveys, the probabilities are highest between ages 20 to 24 and decline 
after. In the two Asian surveys, there seems to be a trend toward increasing 
probabilities with increasing ages. No clear pattern emerges when probabilities 
are scrutinised according to educational level. 
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Section One: The demand for commercial sex 

Commercial sex is ‘the sale of sexual intimacy’ (Reynolds 1986). Commercial 
sex is a service and the non-price determinants of the demand for commercial 
sex are the same as for other commodities or services: the number of potential 
consumers, their preferences and incomes, the prices of other commodities 
and services, and perhaps their expectations of future prices and income. 


1.1 Number of consumers 

Since males, particularly single or divorced males, are the main demanders of 
commercial sex, an increase in their numbers can increase the demand for 
commercial sex. An increase in the numbers of postpubertal males can occur 
for a number of reasons, including high median age at marriage, prolonged 
postpartum abstinence, and migration. 

A number of factors can lead to a high median age at marriage, which 
creates a large potential demand for commercial sex. One important factor in 
increasing median age at marriage is polygyny, which is common in much of 
West and Central Africa. In these regions 40 per cent to 50 per cent of married 
women are in polygynous marriages. Consequently, men marry 10 years later 
than women and at any time 50 per cent of postpubertal males have never 
married (Caldwell et al 1993). 

In those countries in which bride-price must be paid, high bride wealth 
payments delay marriage for men and encourage high rates of prostitution 
(Caraél et al 1987). In those parts of Asia that have been developing rapidly, 
rapid increases in education and school enrolment have accounted for 
increases in the median age at marriage (Hirschman 1985; Brien and Lillard 
1994). Where sex outside of marriage for males is sanctioned, these increases 
in education and median age at marriage have increased the demand for 
commercial sex. 

In much of sub-Saharan Africa there is a prohibition on female sexual 
activity during pregnancy and for long periods after the birth of a child. 


The economics of the commercial sex industry 157 


as Wirawan et al point out, programmes also need to include customers, since 
they are the ones that most often decide if a condom will be used, and, for 
atten decide It a condom will be used, ar 


lower-priced sex workers, pimps and brothel owners because they often control 


the supply of condoms and influence the decision on their use. 
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Section Two: The supply of commercial sex 

Before discussing the factors that influence the supply of sex workers we will give 
a brief profile of the characteristics of sex workers in a number of countries. 
These profiles suggest several factors that influence the supply of sex workers 
and clearly illustrate the high levels of risk in commercial sex. The intent here is 
to discover more about the characteristics of sex workers, not to draw a single 
profile of the representative sex worker. The studies discussed have different 
sampling methods, from snowball techniques to random sampling, and different 
sample sizes, from 42 (Pickering and Wilkins 1993) to more than 1,000 (Potterat 
et al 1990). 


2.1 A profile of sex workers 

Most sex workers are young. In Calcutta, 85 per cent were younger than 30 years 
and 25 per cent younger than 20 years. Nine per cent had been sex workers for 
less than a year and 65 per cent for less than five years. Fully 84 per cent were 
cent had three or four clients per day and 14 per cent had five or more 
(Chakraborty et al 1994). In a study of sex workers in Addis Ababa, 59 per cent 
were illiterate (Mehret et al 1990). é 

In Chaing Mai, Thailand, only 32 per cent of low-class commercial sex 
workers had more than primary school education and only 16 per cent had 
worked as sex workers for more than five years. Their average number of clients 
per day was 4.3 (range 1-16, Celentano et al 1994). In low-priced brothels in 
three urban areas in Thailand, including Bangkok, 40 per cent of sex workers 
were under age 18 (and, therefore, child prostitutes), 20 per cent of the women 
had less than four years of education, and few had moré than the compulsory six 
years. Years of experience as sex workers differed by region of origin. Of the 
women from the North, 14 per cent had been sex workers for less than a year 
and 32 per cent for more than three years. In contrast, 31 per cent of women 
from the Northeast had been working in the sex industry for less than a year and 
19 per cent for more than three years (Wawer et al 1996). 

Brown and Sittitrai (1995) cite ethnographic studies by the Thai Red 
Cross of two villages in the North. In these two villages, 46 per cent and 71 per 
cent of female sex workers entered the industry before age 18. Those from the 
North entered the industry through the well-established recruitment networks 
where agents tempt the family with wealth or help the family out during an 
economic crisis. The agent then demands the repayment of the debt and 
recruits a daughter from the family into sex work (Brown and Sittitrai 1995). 
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Nigeria, more and more women have become market traders in order to 
increase family income. 

Because of the relatively high earnings of sex workers in many countries and 
the low levels of education, backgrounds of poverty, and often disrupted marital 
relations, it is highly unlikely that current sex workers would be willing or able to 
leave sex work and enter alternative and much lower-paying occupations. For 
these women and men, interventions to reduce the risk of their work are most 
likely to have an impact on the transmission of HIV/AIDS. Policies that improve 
educational levels, particularly of women, and reduce poverty may reduce the 
number of women who work ‘part-time’ in sex work and may decrease the entry Y 
of new workers into the industry. 


Section Three: Safe commercial sex 

3.1 Power, sexual exchange, and HIV risk 

The analysis of commercial sex above assumes that there is a free exchange in the 
market for sex: those who demand sex do so in a free and informed way and those 
that supply sex do so freely and with the necessary information about the market. 
There are survey data that suggest that there is an asymmetry in the market for 
sex. This asymmetry is present in regular sexual relations as well as in noncom- 
mercial and commercial sexual relations. A survey of women at high risk in Ghana 
(sex workers, long-distance itinerant traders, and the partners or wives of police, 
military, sailors, long-distance drivers, and HIV-positive men) found that although 
62 per cent of women thought that a woman has the right to refuse sex with a 
promiscuous partner and 90 per cent think she has this right with a partner with 
an STD, only 36 per cent and 80 per cent of women, respectively, think that they, 
themselves, have such rights (Awusabo-Asare et al 1993). In fact, 16 per cent of 
the women had had sex with a partner knowing that he had an STD. The differ- 
ences between general and specific beliefs were particularly large for women with 
no formal education or with only primary education. 

(ln commercial sex establishments, sex workers generally do not have the 
right to refuse sex to a customer (Bloom and Mahal 1995). The brothel owner 
acts as their agent and decides if a customer is to be refused the services of the 
sex worker. A further problem is that insistence on condom use by a sex 
worker can be interpreted by the customer as a sign of disease and mistrust and 
will harm the reputation of the sex worker and reduce her earnings. Condom 
use may become a signal. As Morris et al (1995) observed, “Use in effect says 
“yes, I am unclean, I am diseased.” Non-use, by contrast, becomes a symbol of 
cleanliness’. If condoms are taken to signal disease, campaigns to increase 
condom use may have adverse effects. Because of the necessity to earn a living 
sex workers will not use condoms so as to signal their disease-free status. They 
may even charge higher prices to bolster their claim. 

A similar adverse consequence of a policy was noted by Tan and Brown 
(1994): when mandatory HIV testing of sex workers was instituted in Thailand, a 


Injecting drug use and AIDS 
in developing countries 


by Kara S. Riehman 


Section One: Introduction 

Drug use has played a critical role in the spread of the human immuno- 
deficiency virus (HIV) in many developing countries and threatens to 
become an important vector for HIV transmission in others. The high level 
of HIV infection among injecting drug users (IDUs) poses a major health 
problem of international concern. Drug users also function as a “bridge” for 
HIV transmission to the heterosexual population and to children through 
perinatal transmission. 

Some governments have made an extensive effort to address HIV 
among drug users by providing needle exchange programmes, methadone 
treatment facilities, and information and education campaigns that promote 
needle and syringe disinfecting techniques. Other governments have been 
hesitant to recognise the problem. Policymakers must have an understanding 
of the patterns and determinants of drug use and factors leading to the 
spread of HIV in this group in order to design effective prevention strategies. 

This paper provides a review of the literature on injecting drug use and HIV 
in developing countries. First, HIV infection among injecting drug users in 
various countries is presented. The second section focuses on the role of IDUs in 
introducing HIV into the general population and behavioural risk factors 
associated with HIV transmission. The third section discusses specific practices 
that facilitate the spread of HIV among IDUs. In the fourth section, interventions 
to reduce HIV transmission among IDUs are reviewed, including harm reduction 
programmes and policies and programmes to reduce the demand for and supply 
of drugs. Finally, I will review issues to consider when developing HIV policies and 
programmes targeted to injecting drug users. Several countries have an 
opportunity to reduce the likelihood of full-scale HIV/AIDS epidemics by quick 
action, featuring targeted, proven interventions to injecting drug users; however, 
political and cultural factors may constrain governments and nongovernmental 
organisations (NGOs) in developing HIV prevention strategies. 
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HIV can spread very rapidly among IDUs, going from 0 to 50 per cent 
HIV prevalence in six months in some cases (figure 1) (Brown et al 1994; Des 
Jarlais et al 1992; Jain et al 1994; Narain et al 1994; Poshyachinda 1993; Sarkar 
et al 1991, 1996; Stimson 1993, 1996). 


Figure 1. Rapid diffusion of HIV among IDUs 
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2.2 The role of IDUs in specific HIV epidemics 

Injecting drug use is an important mode of HIV transmission in both Asia 
and South America. In China, about 70 per cent of all HIV infections are 
among IDUs. The proportion of HIV cases attributed to IDUs is also sub- 
stantial in Brazil at 27 per cent, and in the Southern cone countries of Chile, 
Argentina, Uruguay, and Paraguay at 30 per cent. In India, IDU-related HIV 
infections make up about 6 to 20 per cent of all HIV infections nationwide. 
However, most of the HIV-positive cases from the states of Manipur, 
Mizoram, and Nagaland are among IDUs (Narain et al 1994; Sarkar et al 
1993). The HIV epidemic in Myanmar, one of the most serious in Southeast 
Asia, began with the infection of large numbers of IDUs in the late 1980s, 
with prevalence rates in this group continuing at 60 to 70 per cent since 
1992 (AIDSCAP et al 1996). 
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another major wave involving women in low-risk groups (as seen in HIV 
prevalence among women attending antenatal clinics in India). This implies 
that, first, a period of decline in incidence among a high-risk group does not 
signify the end of the epidemic, and second, the pattern of mixing is 
influential in determining the epidemic. 

Anderson (1996) simulated a model of the AIDS epidemic in the 
heterosexual community in a developing country. Although he used 
commercial sex workers as the high-risk group, the same model can be 
applied using injecting drug users. He assumed moderately assortative mixing 
(e.g., injecting drug users have sex with both injectors and non-injectors) and 
found that HIV saturation in the high-risk group occurred about 40 years 
before saturation in the general population (assumed to be in a low-risk 
category). If mixing had been weakly assortative to random, HIV saturation in 
the low-risk group would have occurred much earlier. 

Clearly, the key variable determining the spread of HIV from IDUs to the 
general population is mixing: the more assortative the pattern of mixing, the 
less the degree of spread to the general, low-risk population. Even limited 
disassortative mixing (mixing with individuals from a different, or non-risk, 
group) results in a sustained prevalence level in the general population for a 
period of many years. However, relatively little is still known about the sexual 
networks of IDUs and whether their sexual partners tend to be in high-, 
medium-, or low-risk groups. Until more research on sexual networks is done, 
it is not possible to predict the extent to which injecting drug use has fueled 
the AIDS epidemic. i 


Section Four: Factors that facilitate the spread of HIV among injecting drug users 

4.1 Injecting practices and HIV risk 

HIV is transmitted among injecting drug users primarily through the sharing 
of infected injecting equipment, including needles, syringes, and other 
paraphernalia, such as ‘cookers’ (spoons or containers for dissolving the 
drug), ‘cottons’ (filters), and wash water used to rinse needles and syringes and 
dissolve drugs (Chitwood et al 1990; McCoy and Inciardi 1995). When drugs 
are injected intravenously, contact between the paraphernalia and the user’s 
blood is virtually guaranteed. In addition, certain sharing practices among 
IDUs contribute to HIV risk. ‘Booting’ is a process that uses a syringe to draw 
blood from the user's arm, mixes the drawn blood with the drug already taken 
into the syringe, and injects the blood-drug mixture into the vein. Booting 
leaves traces of blood in the needle and syringe, thus placing subsequent users 
of the equipment at risk (McCoy and Inciardi 1995). 

‘Frontloading’ and ‘backloading’, also called “syringe-mediated drug 
sharing’, refer to a practice where two or more IDUs use one syringe to 
prepare the drug, then divide it by squirting some of the solution into one or 
more additional syringes. The drug is transferred by either removing the 
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in Bangkok, having a regular sexual partner, an indicator of social integration, 
had a protective effect against seroconversion (Des Jarlais et al 1994). Another 
study of outreach efforts in Bangkok and Rio de Janeiro, Brazil, found that social 
network factors were important in influencing behaviour change among IDUs 
(Des Jarlais et al 1995a). Talking about AIDS with drug using friends was 
significantly related to behaviour change in both cities. 

In addition, talking with sex partners about AIDS, having years of education, 
and knowing that someone can have AIDS and look healthy were related to 
behaviour change. In both cities, there is evidence that large-scale behaviour 
change among IDUs is associated with stabilisation of HIV seroprevalence and 
decline in HIV incidence. The results suggest that AIDS prevention programmes 
for IDUs should take into account social influences of peers and family. 

Another study done on IDUs from Manipur, Nagaland, and Mizoram 
states in India found that the most important reasons cited by 60-90 per cent 
of injectors for initiating injecting drug use were peer pressure and the 
influence of friends (Sarkar et al 1993). This points to the potential for 
successful behaviour change using peer leaders to influence IDUs. 


5.6 — Risk reduction in sexual behaviour 

Most studies find that IDUs are sexually active and that most IDUs report non- 
IDU heterosexual partners (Donoghoe 1992). However, condom use among 
IDUs is infrequent. While IDUs have been able to change their drug using 
behaviour to reduce their risk for HIV, there has been less success in changing 
their sexual behaviour. 

Early studies from the UK, New York, San Francisco, Amsterdam, and 
Edinburgh reported higher rates of risk reduction in needle sharing and 
cleaning practices than in sexual behaviour (Donoghoe 1992; Hart et al 1989; 
Morrison 1988; Van de Hoek et al 1990). More recently, results from the WHO 
Multi-City Study found that among IDUs interviewed in Rio de Janeiro, only 29 
per cent reported a change in sexual behaviour, compared to 53 per cent who 
reported changes in drug injecting behaviour, due to concern about AIDS 
(Des Jarlais et al 1995a). 

In addition, a study in Manipur found that widespread availability of HIV 
testing and awareness of HIV seropositivity were not associated with safer sex 
behaviour. Of 787 IDUs who were provided HIV testing and counselling, 93 
per cent reported being aware of HIV transmission through sex, and 37 per 
cent tested positive for HIV. However, only 16.5 per cent of sexually active IDUs 
had ever used condoms, even after testing and counselling (Sarkar et al 1996). 

While risky sexual behaviour among IDUs remains prevalent, changes on 
a limited scale have been observed. Some studies have found an association 
between knowledge of HIV status and sexual behaviour change. For example, 
one study in Puerto Rico found that drug users (both IDUs and crack smokers) 
who tested positive for HIV were less likely than those who tested negative to 
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15 to 18 per cent after one year of programme operation (Normand et al 
1995). These programmes, particularly those that rely on community outreach 
efforts, have become the leading local source of referrals into drug treatment 
(Hagan et al 1992; O’Keefe et al 1991). 

Drug treatment programmes that encourage drug abstinence have 
significant limitations. Methadone treatment is opiate-specific and does not 
eliminate injection of drugs other than heroin (including cocaine). Also, the 
relapse rate in drug treatment centres is very high. For example, in drug treat- 
ment centres in both Kunming in Yunnan Province and in centres in Myanmar, 
the relapse rate has been reported to be between 80 and 85 per cent (McCoy et 
al 1996b; Stimson 1994b). In addition, follow-up is relatively unsuccessful due 
to geographical distance and transport and patients’unwillingness to attend. 

One particular factor that may impact the high relapse rate is mandatory 
treatment, where IDUs are placed in treatment by law enforcement or by their 
families against their will. This raises not only ethical concerns, but questions of 
efficacy of HIV prevention through demand reduction. McCoy et al (1996b) stud- 
ied the Kunming treatment centre in Yunnan Province, China. Eighty per cent of 
the patients at this drug detoxification facility are mandated by law enforcement 
to go, and many report not necessarily wanting to stop their drug habit. 

Another problem with reliance on drug abuse treatment for HIV 
prevention is lack of appropriate facilities. For example, Myanmar has a yearly 
throughput capacity of about 2,000 to 2,200 for all drug abuse facilities 
countrywide. However, the number of registered drug abusers has been 
estimated at 20,000 to 100,000 (Stimson 1994b). In Manipur, India, IDUs are 
forced into treatment by law enforcement and family members (Sarkar et al 
1993). Since there are a limited number of beds in the few treatment facilities 
that do exist, prisons are often used as detoxification centres. Imprisonment 
has not induced large-scale behaviour change, despite the fact that more than 
50 per cent of addicts have been in prison in their lifetime. Abstinence from 
drugs, rather than harm reduction, is emphasised and no counselling support 
is available. In one survey of 450 injectors, only 2 per cent expressed a desire 
to stop their drug habit because of imprisonment (Sarkar et al 1993). 

Finally, treatment programmes do not help those who refuse to go into 
treatment. They also tend to be expensive and take a long time to implement 
(WHO 1993). Harm reduction strategies may be equally or more effective than 
demand reduction programmes at reducing HIV transmission. These include 
education on the need to reduce needle sharing, instruction on cleaning and 
disinfecting injection equipment, and bleach distribution and needle 
exchange programmes (WHO 1993). 


5.9 ` Drug supply/enforcement policies 
Policies designed to curtail drug supply may have limited effectiveness, and in 
some cases may even cause a shift in drug transportation routes, thereby 
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The effectiveness of HIV prevention strategies 


under alternative scenarios: Evaluation with 
the STDSIM model 


by Carina van Vliet, King K. Holmes, Burton Singer, and J. Dik F. Habbema 


Section One: Introduction 

1.1 Background and objective 

In developing countries sexually transmitted diseases (STDs), including HIV 
infection, are a major cause of acute and chronic disease and of premature 
death. The spread of HIV and other, classic STDs results from a complex 
interaction among different factors related to demography, sexual behaviour, 
infection, and disease characteristics, as well as the availability, accessibility, 
and effectiveness of health care. This complexity makes it difficult to predict 
the effects of HIV prevention strategies. 

An important question in the fight against HIV and other STDs is whether 
and to what extent prevention strategies should be focused on specific groups in 
the population who are at high risk of contracting and transmitting STDs (so- 
called core groups). Simplified modelling exercises suggest that interventions 
focused on core groups are more effective and more cost-effective than interven- 
tions focused on the general population (Over and Piot 1992, 1996). However, it 
is unclear whether this conclusion holds generally, because in practice the effec- 
tiveness of focusing interventions on high-risk groups depends among others on: 
NW the sexual behaviour pattern in a population, 

NW the stage of the HIV epidemic, and 
M the ability to identify core groups and to reach them in practice. 

In this paper we present a theoretical evaluation of the effectiveness of 
prevention strategies focused on different population groups. For this 
evaluation, predictions of the future spread of HIV and of four other classic 
STDs are made with the STDSIM simulation model for four hypothetical 
populations with different patterns of sexual behaviour. In our analysis we also 
address the relationship between the timing of interventions and the effective- 
ness of different prevention strategies. In our modelling exercise we do not 
focus on the important issue of the feasibility of identifying core groups, but 
instead simply assume that it is possible to reach and influence a certain pro- 
portion of them as well as of the general population. 
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2.3 Overview of the STDSIM model 

Factors affecting the transmission of STDs are grouped into modules in the 

STDSIM model (figure 1). These modules include: demography, sexual 

behaviour, STD transmission, natural history, the health system, and 

interventions. These modules and the most important quantitative assumptions 
in each of them are discussed briefly below. The four populations that we 
compare using STDSIM only differ with regard to sexual behaviour, while the 
assumptions for demography and STD transmission are identical. A copy of the 
input file for Profile 2 is in Appendix 1. The differences in assumptions on sexual 

behaviour between this and the other profiles are explained in Appendix 2. 

WM The demography module describes the processes of birth, death, and 
migration. Together, the demographic processes determine the size 
and sex and age composition of the (open) model population. The 
number of births depends on age-specific fertility figures and on the 
number of fertile women in different age classes. A total fertility rate of 
3.6 was assumed, corresponding with the average total fertility rate in 
the developing world (UNICEF 1995). In order to model mortality, we 
use Coale and Demeney-West survival probabilities with a mean life 
expectancy of 62.5 for females and the accompanying survival 
probabilities for males (Coale and Demeney 1966). In some 
individuals death is advanced due to HIV infection, leading to a lower 
actual life expectancy than specified in the indicated life table. For this 
exercise, we do not consider immigration and emigration. 

ŒE The sexual behaviour module describes the initiation and dissolution of 
sexual relationships between individuals. These relationships form a 
dynamic network through which STDs can be transmitted. Commercial 
sex is explicitly taken into account. In noncommercial relationships a 
distinction is made between steady relationships, which commonly last 


Figure 1. Overview of the modules of the STDSIM model 
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We have presented the epidemics in terms of HIV prevalence for ease of 
comparison with real-world HIV epidemiological data. One could also use 
incidence, which would more directly reflect the impact of interventions on 
transmission. Since prevalence figures reflect past infections as well as recent 
ones, the impact of interventions on prevalence is more gradual than is the 
impact on incidence. 

Like all model projections, our results depend on the assumptions. For 
instance, even within a profile qualitatively describing a pattern of behaviour, 
different results could have been generated by using different assumptions with 
respect to age-specific rates of partner change, frequency of use of 
commercial sex, or the age at onset of sexual activity. Moreover, the assumptions 
with respect to more general aspects that are profile independent, like the 
duration of infections, transmission probabilities, and demographic structure, 
influence the results. Sensitivity analysis of these parameters indicates that the 
main qualitative results are robust to changes in assumptions made in the 
baseline (results not shown). i 

In the evaluation of prevention strategies, we assumed that certain levels 
of coverage can be reached in a specific target group. Because the group of 
SWs is much smaller than the group of men in the general population, efforts 
to achieve coverage levels can be concentrated. Therefore, we assumed that 
higher levels of behaviour change can be reached among SWs than among the 
general population. To illustrate the impact of different coverage levels, we 
also followed a more general approach, in which we calculated how HIV 
incidence reduction depends on condom use both among SWs and among 
men (see figure 5). l 

In practice, the coverage that can be reached will depend on the specific set- 
ting. For instance, in settings in which commercial sex is primarily brothel-based 
it might be much easier to reach high levels of condom use than in 
settings in which SWs work more informally. Moreover, prevention strategies will 
also affect persons outside the target group. For instance, for the family planning 
condom-use strategy we assumed that condoms will only be used in steady rela- 
tionships. In practice, condoms distributed through the family planning channel 
might also be used in more risky contacts. We also assumed that it would be pos- 
sible to reach high levels of behaviour change in the early stages of an HIV epi- 
demic. However, such large behaviour changes may only be possible when people 
have experienced the seriousness of the HIV threat in their own environment. 

At this stage, it is difficult to validate model predictions of the effect of 
prevention strategies on different profiles with data from the real world, because 
there are very few trials in which the effects of interventions on population preva- 
lence and incidence of HIV and STDs have been investigated. The only published 
population-based trial is the STD-treatment trial performed in Mwanza, Tanzania, 
showing a reduction in HIV incidence of around 40 per cent due to improved 
STD services (Grosskurth and others 1995). The projected reduction in HIV inci- 


Levels and determinants of expenditures on 
HIV/AIDS in five developing countries 


A. Overview 
by Donald S. Shepard 


Section One: Introduction and method 

The AIDS epidemic poses enormous challenges to the health systems of developing 

countries. The magnitude of the epidemic requires medical care and social support 

for those infected. Yet, the threat of future infections demands an effective 
preventive programme. And AIDS must compete for resources with acute infectious 
diseases and the growing burden of chronic diseases. 

To inform these decisions, policymakers need data about resource flows 
for AIDS in their own countries, as well as comparative data and insights from 
other countries. This study sought to answer the following questions in 
selected countries: 

E What is the level of health sector expenditures related to AIDS, and how 
are they divided by use of funds (prevention, treatment, and mitigation) 
and by source of financing (public, private, and donor)? 

E How do AIDS expenditures relate to overall health expenditures by use 
and source of funds? 

MH What are some of the major determinants of the level and pattern of 
expenditures and financing? 

This study is based on case studies from five developing countries with 
moderate to severe AIDS epidemics and a range of economic conditions: 
Brazil (Junes et al 1998, this volume), Côte d'Ivoire (Koné et al 1998, this 
volume), Mexico (Izazola et al 1998, this volume), Tanzania (Tibandebage et 
al 1998, this volume), and Thailand (Kongsin et al 1998, this volume). A 
common methodology was used across all five case studies. This chapter begins 
with an overview of the methodology and a comparison of the results across 
countries and is followed by the detailed case studies themselves. 


1.1 Sources of expenditure data 

Each case study relied on a combination of objective and subjective information. 
The study used five sources of expenditure data: 

NW financial reports of public expenditures or budgets 
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Private insurance covers only a small wealthy population and banking 
workers. In the large fee-for-service private sector, in which care is paid for 
directly by patients, overall domestic private funding represents 28 per cent of 
1995 Mexican health expenditure (based on authors’ compilations). 

Health care services for HIV/AIDS patients are treated like all other 
health issues with a single exception: private insurance companies do not cover 
AIDS-related costs. The Ministry of Health did not, and as of 1998 still does 
not, fund antiviral therapy for uninsured patients. The social security 
institutions provide these drugs for a portion of the patients for whom they are 
responsible. In the course of its research on antiretrovirals (ARV), CONASIDA 
or the National AIDS Commission, an agency under the SSA, provides ARV treat- 
ment for about 100 individuals. 


Section Two: Methods 
Estimates of AIDS prevention and treatment expenditures were made using 
official government budgets as well as by interviewing physicians, 
nongovernmental organisation (NGO) representatives, and top officials in the 
social security institutions, in major public hospitals, and at CONASIDA. A house- 
hold survey (ENSA II) was used to estimate private, out-of-pocket expenditures. 
Most of the documents used for this study contained 1994 expenditures, 
the latest available data at the time of this analysis (May 1996). These 
expenditures were then corrected based on 1995 planned spending increases 
and were converted to US dollars for comparability. Due to the severe 
economic crisis that erupted at the end of December 1994, these estimates may 
not fully reflect changes in public budgets. 


2.1 < Estimating AIDS prevention expenditures 
AIDS prevention expenditures fall into two main areas: the costs associated 
with blood banks and screening and those with the prevention of the sexual. 
transmission of HIV. For blood bank screening, costs are absorbed mainly by 
the social security institutions (IMSS and ISSSTE) and by the Ministry of 
Health. We examined their budgets as well as Red Cross expenditures. 
CONASIDA does most of the screening for AIDS in the public sector. 

The public activities for blood testing involve protecting the blood supply 


employment. While employers may consider this expense ‘preventive’, in the 
sense that it could prevent some HIV transmission among coworkers, it is not 
a valid preventive expense, as HIV is not spread by casual contact. 
Government expenditures for the prevention of sexually transmitted HIV 
were estimated using government budget figures in the CONASIDA budget. 
CONASIDA is the primary AIDS-related agency in Mexico, charged with 
oversight, coordination, and prevention. It granted exceptional access to its 
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3.3 Expenditure on mitigating the impact of AIDS 

Mitigation costs, narrowly defined, are virtually zero because of the structure 
of the disability system and the short post-diagnosis life expectancy of AIDS 
patients. Disability payments under social security in Mexico are very low 
(about US$100 per month) and not available for the first six months of 
disability. Only 47 per cent of the population are covered by this social 
security system and only a smaller proportion of AIDS patients are so covered 
(about 35 per cent). Average post-diagnosis survival is estimated at about 18 
months. Even if disability status and diagnosis occur at the same time this 
benefit would mean only about US$900 paid to an individual. In addition, it 
should be noted that private ne does not pay if the insured’s cause 
of death was AIDS. 


Section Four: Determinants of expenditure patterns 


The public sector dominates expenditure on AIDS prevention in Mexico, At 
first glance, public expenditure on prevention seems relatively high in relation 
to total public expenditure on AIDS — 41 per cent. However, more than 
two-thirds of public expenditure on prevention was for screening of blood 
banks; protecting the health system against AIDS is essential but not likely to 
be effective in stemming the sexual transmission of AIDS, which is fueling the 


epidemic in Mexico. Furthermore, even the small remainder of public funds 
devoted to the prevention of sexual transmission — only US$0.06 per capita — 
probably overstates what is actually spent by the public sector, since screening 
could not be separately identified in the CONASIDA budget and these 
expenditures were attributed to IEC. l 

The predominance of blood screening costs reflects the unit cost of 
testing blood and the immense scale of the medical use of blood in Mexico, as 
contrasted to the relatively tiny scale of the AIDS epidemic in Mexico. The 
nonpublic blood screening costs are the result of certain large employers 
testing their work force. As mentioned, employers think of this activity as 
preventive, but it has little or no public health utility. 

The cost of condoms is solely in the private sector as condoms are little 
used in family planning in Mexico, and such family planning efforts are not 
aimed at the population at high risk for HIV. The large increase in these 
purchases coincident with the public’s awareness of AIDS suggests that fear of 
AIDS is, at least, a factor in their rising sales. 

The treatment costs and their distribution are primarily functions of the 
numbers of people living with AIDS and the structure of the Mexican health 
system. The level of public subsidy for AIDS treatment (49 per cent) is 
substantially lower than the overall subsidy for curative care in Mexico (75 per 
cent). [The reasons for this difference are the social security systems, a major 
funder for AIDS treatment, have sought to minimise their payments for AIDS 
care. JFor example, one social security institute delayed the governmen ’s 


D. Expenditures on HIV/AIDS in the state of 


Sao Paulo, Brazil 
by Roberto lunes, Antonio C.C. Campino, Jeffrey Prottas, and Donald S. Shepard 


Section One: Introduction and background 

Sao Paulo is the richest and most populous state in Brazil. About one-fifth (33 
million) of the country’s population of 155.8 million reside in Sao Paulo state. 
Its per capita gross domestic product (GDP) (US$7,574) is 72 per cent higher 
than the national GDP per capita (US$4,393). Thus, more than one-third (36.6 
per cent) of Brazil’s GDP originates from the state (IBGE, various issues; FGV, 
various issues; World Bank 1997). It has also accounted for more than half of 
all of the reported AIDS cases to date in Brazil. } 

This study estimates total public and private expenditures on AIDS treat- 
ment and prevention in Sao Paulo state, by the source of financing and the 
type of programme. The first section provides background on the AIDS epi- 
demic and the Brazilian health care system. The second section explains the 
methodology and results for estimates of individual components of AIDS 
expenditure in Sao Paulo state. In the third and final section we compare the 
level of public subsidy for AIDS with that for all health programmes. 


1.1 The AIDS epidemic in Brazil 

Between 1980, when the first AIDS case was dano and early March 1996, 
there were 79,908 cases of AIDS reported in Brazil. Of this total, 43,184 cases 
(54 per cent) occurred in the state of Sao Paulo. About 30 per cent of AIDS 
cases go unreported, and there is often a substantial delay in between diagno- 
sis and official notification. 

Of the cumulative number of cases reported for the country, 81.8 per 
cent are in males. However, the proportion of female cases has been increas- 
ing: women represented 18,7 per cent of new cases in 1992, 21.5 per cent of 
new cases in 1993, 22.4 per cent in 1994, and 24.8 per cent in 1995-96. 
Heterosexual transmission has been on the rise, accounting for 6.4 per cent of 
all reported AIDS cases in 1989 and 28 per cent in 1995-96. The share of cases 
transmitted via injecting drug use increased from 13 per cent to 23, percent 
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by Nicholas Prescott 


There is no cure for AIDS. The treatments available to extend life include 
those that treat opportunistic infections (Ols) and those that attack HIV, 
which are called antiretroviral medications. The latter are also used to prevent 
mother-to-child transmission of HIV. 

This paper highlights four questions posed by economic analysis to help 
set priorities for government involvement with antiretroviral therapy for people 
living with HIV/AIDS. 

MH First, how does antiretroviral therapy link to broader health sector and 
country development objectives? 

E Second, what alternatives need to be considered in using antiretrovirals? 

E Third, which of these alternatives are realistically affordable given the 

country’s resource constraints? l 
E + Fourth, which of the affordable alternatives are most efficient in achieving 

a favourable development impact? 


Section One: Linkage to development objectives 

Any consideration of government involvement with antiretroviral treatment for 
HIV/AIDS needs to start with a clear view of how such treatment links to broader 
health sector strategy and country development goals. Despite its terrible human 
toll, HIV/AIDS is only one of many health problems facing developing countries. 
And health improvement is only one of many pressing development challenges 
involved in raising people’s living standards, from reducing illiteracy to providing 
infrastructure and expanding job opportunities. 

Looking at this linkage just in terms of improving health requires an 
epidemiological assessment of the magnitude of ill health due to HIV/AIDS 
relative to other health problems — not only its importance today but also its 
significance tomorrow as morbidity and mortality from the epidemic continue 
to grow. A suggestive indicator of these relative magnitudes is the burden of 
disease due to disability and premature death from different causes. Recent 
estimates of the global burden of disease expressed in terms of the number of 
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them? If so, public provision of antiretrovirals might induce substitution 

of patients seeking treatment out of the private sector, thus lowering the 

net impact of public sector provision. 

NW Finally, is there any rationale for public financing of antiretroviral treat- 
ment? One important justification for public subsidies involves interven- 
tions that prevent transmission of infection to others. This externality 
argument clearly does apply to the use of antiretroviral treatment for 
preventing perinatal transmission from infected pregnant mothers to 
their infants. But it does not seem to apply in using antiretrovirals to 
treat other infected groups, unless viral load is eliminated, as has been 
suggested with protease inhibitors. 

A different justification for subsidising antiretroviral treatment is that 
government policy generally does provide subsidies to help insure against 
catastrophic financial risks due to ill health. But then governments should 
be consistent in applying their particular subsidy across all diseases, without 
discriminating in pricing policy between people with HIV and those who are 
not infected. Granting preferential subsidies to patients with HIV/AIDS risks 
crowding out uninfected patients that might get more health benefits from 
the fixed amount of available subsidies. 


Section Three: Affordability 

Analysing the financing options for antiretrovirals leads straight into the 
affordability question that is of such importance in low- and middle-income 
developing countries. Policymakers need to focus on the subset of antiretrovi- 
ral alternatives that are affordabie from the point of view of those who have to 
finance the relevant costs, i.e., government and households. The distribution 
of treatment costs between these parties depends on two factors: 

E the choice of pricing policy and 

E _ its interaction with the relevant budget constraints. 

Estimates from Thailand illustrate these factors in the context of a middle- 
income country with a per capita income of US$2,410 in 1994 (Prescott et al 
1996). Figure 1 shows the estimated unit costs of treatment expressed in Thai baht 
(approximately 25 baht per US$), together with the associated prices/subsidies 
for a range of 10 treatment options for HIV/AIDS. Eight of these regimes involve 
administration of antiretroviral drugs, not including the new protease inhibitors: 
Al: adult AIDS — universal coverage of optimal treatinent for Ols 
A2: adult AIDS — zidovudine (ZDV) monotherapy! 

A3: adult AIDS - ZDV/ddl or ddC sequential monotherapy 

A4: adult AIDS - ZDV/ ddI or ddC combination therapy 

A5: adult symptomatic HIV - ZDV monotherapy 

A6: adult symptomatic HIV - ZDV/ ddl or ddC sequential monotherapy 
A7: adult symptomatic HIV - ZDV/ ddI or ddC combination therapy 
A8: adult asymptomatic HIV - ZDV monotherapy 


Safety of blood and blood products: 
An additional burden for the health 
sector facing HIV/AIDS 


by Lieve Fransen 


Section One: Blood safety — what does it mean in developing countries where HIV/AIDS 

is widespread? 

It is worthwhile reminding ourselves at the outset of the high infectivity of 
contaminated blood transfusions. They are almost 100 per cent certain to 
produce HIV infection in the recipient. 

But in developing countries, blood transfusion was a medical act to which 
little attention was given before the emergence of HIV/AIDS. The vast 
majority of the world’s blood donations and transfusions are given in the indus- 
trialised countries, and the relatively few transfusions performed in the poorest 
countries were most often carried out in emergency situations where the blood 
was collected on the spot, at the level of the individual hospital, from paid 
blood donors or from family members, and with neither the time nor often the 
resources to screen the donated blood for HIV or other infections. 

This happened because there were no blood banks organised to store and 
distribute blood, and transfusions were totally decentralised operations carried 
out at the level of the individual hospital. Indeed, the capacity to collect and 
store larger amounts of blood through blood banks was often not present 
because blood banks require a large management capacity at several different 
levels. These levels include: 
blood donor information and recruitment 
blood collection 
blood typing 
blood screening for infectious diseases ast 
blood storage so that the blood is ready for use when needed. = 
To ensure the basic conditions for the blood to be safe, that is, not con- 
taminated by HIV or other infections, an organised blood donation system is 
required, based upon voluntary unpaid donations. 

The reality in most developing countries is, however, very different than 
that in richer countries, where a proper blood transfusion service is present. In 
developing countries, screening for an extra lethal infection, such as 


The economic impact of adult mortality 
on households in Rakai district, Uganda 


by Rekha Menon, Maria J. Wawer, Joseph K. Konde-Lule, Nelson K. Sewankambo, 
and Chuanjun Li 


Section One: Introduction 
This study assesses the economic impact of adult mortality on households in 
the Rakai district in southwestern Uganda. An issue of concern, especially in 
the case of the AIDS epidemic, is the impact of a ‘shock’ to the household due 
to the death of an economically active adult. Available empirical evidence 
regarding this is very sparse, especially in the case of the demographic impact 
of adult mortality on household composition and socioeconomic status indi- 
cators (e.g., ownership of durable goods). 

The death of an economically active adult may result in changes in 
household size and composition and a decline in the household’s socioeco- 
nomic status. In response to the ‘shock’ of fatal adult illness like HIV/AIDS, 
households may liquidate their assets to pay for medical treatment and 
funeral costs. 

Using information regarding adult mortality in households between 
1989 and 1992 in the Rakai district of Uganda, this study attempts to provide 
a better understanding of the impact of an adult death on a household's 
composition, size, and economic status. The study is composed of the 
following parts. 

M The Rakai survey. 

M The economic and demographic impact of adult mortality (mortality 
among 15-50 year olds) on all households that completed the panel are 
assessed. This section also assesses whether the socioeconomic and 
-demographic characteristics differ among households that experience 
an adult death of an HIV-positive person compared to households where 
there is no adult death of an HIV-positive person. A multivariate analysis 
is conducted to study the effect of community, household, and the 
deceased individual’s characteristics on the size of the impact of an adult 
death on the household’s ownership of durable goods. 

M Policy implications. 
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a. Excludes births 

b. Excludes deaths. 

* Difference between households between the first and last visit is statistically significant 
at p<=0.01; ** difference is significant at p<=0.05; *** difference is significant at 
p<=0.10; + difference between households with and without an adult death is statistical- 
ly significant at p<=0.01; * difference is significant at p<=0.05; and ++ difference 
is significant at p<=0.10. 


Households that experienced an adult death began the study with a similar 
dependency ratio to those that did not experience a death (1.2 compared to 
1.3). The increase in the dependency ratio occurs only in households where 
the death was of an HIV-positive adult (see panel 3, table 6). 

An earlier study using the Rakai cohort study data examined the household 
and economic aspects of orphanhood related to the HIV epidemic in Rakai district 
(Konde-Lule et al 1994). Orphans were defined as individuals under 15 years of 
age who have lost one or both biological parents. Among all children under the 
age of 15 residing in the study households, 14.8 per cent have one or both parents 
deceased. Community focus groups and interviews with key informants suggested 
little or no presence of homeless children in the district. 

However, Konde-Lule et al (1994) also reported that there is evidence that 
orphan households in Rakai are of lower socioeconomic status (measured in 
terms of per capita income) than households without orphans. Further, orphans, 
particularly girls, are also less likely to be attending school than non-orphans. 
They also suggest that households headed by the very young (about 2 per cent) 
receive financial support from extended families and the community. Another 
study, which was part of the project for the enumeration and needs assessment of 
orphaned children in Uganda sponsored by the Save the Children Fund, 
revealed that a large percentage of the guardians of orphans in Rakai district 
were 50 years of age or older (Dunn 1992). 

As seen in the sixth panel of table 5, 42.3 per cent of households that did 
not experience an adult death remained identical (same size and composition), 
8.7 per cent were of the same size but different composition, 45.6 per cent 
became smaller, and less than 3.5 per cent became larger during the entire sur- 
vey period between 1989 and 1992. On the other hand, of the households that 
did experience an adult death, 1.1 per cent remained the same size, nearly 99 
per cent became smaller, and no households became larger during the course 
of the cohort study. 

Table 6 compares the turnover in household members among households 
where the death was of an HIV-positive adult and-households where the adult 
who died was HIV-negative. All households that experienced an HIV-positive 
adult death became smaller during the period between the first and last visits of 
the study. Among those households with an HIV-negative adult death, 2, / per 
cent remained identical in size while 97.3 per cent became smaller. 
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The impact of AIDS on the economy of families 
in Cote d'Ivoire: Changes in consumption 


among AIDS-affected households 


by Nathalie Béchu 


Editor’s note: 

The survey analysed below by Nathalie Béchu was part of a larger study of 600 
households in Burundi and Haiti as well as Cóte d'Ivoire. Households were 
selected into the sample after being identified by one of three index health 
facilities as containing an adult with AIDS. At least one adult in the survey 
households was ill with AIDS and had charge of one or more children. The 
objective was to analyse the changes in the living conditions of these house- 
holds as the illness progressed and when the ill person died. 

From among the 200 households studied in Côte d'Ivoire, 120 were followed 
over a period of 20 months, and 107 households were followed through to the end 
of the study period. So the data below derive from 107 households. Beginning 
seven and a half months after they were first recruited, the households were inter- 
viewed six times at two-month intervals. 

Household size varied from two to 16 people, with an average of 6.3 peo- 
ple (though the average dropped from 6.6 to 5.9 from beginning to end of the 
project). Eighty-seven households were in urban areas and 20 in semi-rural, 
and 62 of those who were ill were men; 45, women. Eighty-three of those who 
were ill were still living by the end of the survey period, and 24 had died. 

The survey was part of a research programme coordinated by the Centre 
International d’Enfance and cofinanced by the Agence Nationale de 
Recherche sur le SIDA and the French Ministry of Cooperation and Develop- 
ment. ORSTROM and the University of Cóte d’Ivoire collaborated in the study. 
This edited extract is from the full paper. 


Section One: Introduction 

Our initial hypotheses were that: 

EM the difficult situation that households in Côte d’Ivoire face in the context 
of economic crisis and a critical shortage of health care, aggravated by 
the wide-ranging effects that AIDS could potentially have on household 
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representative of the general population - is to be found in the size of the 
budget devoted to health. 

The proportion of household budgets spent on health care is almost 
double in households in which there are people with AIDS (10.6 per cent 
compared with 5.6 per cent in the Yopougon households). Furthermore, 
health costs specific to the person with AIDS account for almost 80 per cent 
of the health budget item, that is, 8.4 per cent of total consumption. On the 
other hand, the budget share given over to the health care of other members 
of the household is lower in these households. This is probably due to the 
high level of expenditures incurred in looking after the person with AIDS. In 
households affected by AIDS, health care costs for other members of the 
household account for only 2.2 per cent of total expenditures; this is much 
less than the expenditures spent by Yopougon households under this heading 
(5.6 per cent). 

In households where there is a person with AIDS, apart from the risk of 
the virus being transmitted because — as so frequently happens - the illness is 
not identified, particularly by spouses, the risk of other household members 
picking up the infection may be increased by reductions in the consumption 
of medical goods and services. In households with the most seriously ill people 
(i.e., where the person with AIDS died before the monitoring was completed) 
that patient's health expenditures accounted on average for 15 per cent of 
total expenditures compared to only 1.5 per cent spent by other members of 
the household. 

These figures appear to support the hypothesis that an increase in health 
expenditures, together with an imbalance in those expenditures in favour of 
the person who is HIV-positive, is one of the main effects that the illness has on 
the pattern of household consumption. However, this analysis derives solely 
from a study of average consumption throughout the monitoring process. So 
the question remains — what direction are these expenditures taking? 


Section Three: Reduction in consumption by households affected by AIDS 

The impact of AIDS on a household’s expenditures depended a great deal on 
how sick the AIDS patient became during the course of the study. In the house- 
holds in which the AIDS patient remained relatively free of symptoms, per 
capita consumption remained stable over time. But in the 29 households 
where the AIDS patient either died or moved away, per capita consumption 
first dropped, then appeared to recover partially (see figure 1). 


3.1 A substantial fall in consumption during the first few months of the monitoring process 

Examination of expenditures over the whole sample predictably revealed a 
substantial fall in average consumption per household member during the first 
year after AIDS was diagnosed. The average monthly consumption of monitored 
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third rounds and of 41 per cent over the whole period), the fall in this 
budgetary item is also explained by a major decline in the number of people 
with AIDS consuming health care (through hospitalisation, consultations 
with practitioners of modern and traditional medicine, home care, and 
modern and traditional medication). 

By way of illustration, whereas more than 95 per cent of those with AIDS 
and living at home were health care consumers during the first rounds, only 55 
per cent were still doing so after 10 months; what is more, 29 had already died 
or had left their homes. The number of AIDS-related health care consumers 
therefore fell by more than half (from 99 individuals down to 43) during the 
monitoring period. 

Although there is a striking fall in the consumption of medical goods and 
services of all types, this is particularly true of modern medicine: the percent- 
age of patients living at home and having modern medicine consultations fell 
by almost 60 per cent between the beginning and the end of the survey, and 
the consumption of ‘bio-medicinal treatments’ dropped by almost half. 

By contrast, there were very few cases of hospitalisation. In fact, not one 
person with AIDS was hospitalised during the last four months of the survey. 
Moreover, these falls were not compensated for by increased consumption of 
traditional medicine: in fact, consultations with traditional medical practition- 
ers fell by more than a third, and the consumption of traditional medicines fell 
by 30 per cent. 

These findings conflict sharply with the hypothesis that the consumption 

of care rises as the illness becomes more serious. They appear to reflect a 
degree of disinterest among persons with AIDS in the provision of care that 
cannot cure them. After the initial period when the illness is identified and 
there is frequent recourse to health care, most seem to distance themselves 
gradually from the structures of modern care — and, to a lesser extent, from tra- 
ditional medicine — by cutting back on hospitalisation and medical consulta- 
tions and the consumption of medicine. During the first six months of the 
monitoring exercise, the consumption of health care represented on average 
almost 12.6 per cent of households’ current expenditures; during the last two 
months, it accounted for only 3.8 per cent. 

However, the fall in average consumption of health care on its own fails 
to explain the overall decline in expenditures, because health care for the 
person with AIDS accounts on average for no more than 8.4 per cent of total 
expenditures for the entire period of the survey. 


3.3 A gradual decline in the consumption of basic necessities is often linked to changes in the composition 
of the household and to the death of the person with AIDS 

The fall in overall consumption also extended to basic needs, such as food, 

energy (water, oil, electricity, wood, and coal), accommodation, hygiene, and 

maintenance. During the course of the survey, this budget heading fell on aver- 
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in previous months, the total amount climbed back to the level ithad achieved 
during the first round. 

But the important point is that the upturn in these two expenditure 
items is mainly explained in terms of timing. It was not a fundamental 
change in consumption choices, nor was it a return to the initial situation. 
It was because the school year was commencing and households with chil- 
dren of school age faced expenditures that could not be reduced. So the 
upturn in average consumption noted at the end of the monitoring process 
did not really point to any refound confidence on the part of these house- 
holds, but was rather a ‘period effect’ involving only a temporary increase 
in consumption. 


3.5 Was there nevertheless a more durable, if still inadequate, ‘upturn’ in households confronting 

an AIDS death? 

The relative upturn in consumption toward the end did not enable households 
coping with an AIDS death to return to their earlier levels of consumption. In 
households where the person with AIDS died or moved away, average global 
consumption fell by as much as 44 per cent despite the upturn observed at the 
end of the period. So the decrease in health expenditures made possible by a 
death (or departure) did not really prompt a return to a level of consumption 
comparable to the earlier level. The reason was to be found in more funda- 
mental cutbacks on current expenditures incurred at the beginning of the 
monitoring, partly introduced to pay for the health costs of the person with 
AIDS. Nor was the upturn in these households toward the end sufficient to 
reestablish the average level of expenditure per individual. | 

In households where the person with AIDS was still living at home at the 
end of the survey, per capita consumption actually increased by a quarter dur- 
ing the exercise thanks to a rise of almost 40 per cent during the last four 
months. But in contrast, individual expenditures in households where that 
person died or moved away fell by 10 per cent over the whole period. 

What seems to happen is that households where the person with AIDS has 
died tend to revise consumption habits that were disrupted by the death. They 
do this by limiting exceptional expenditures, including funeral expenses. For 
example, of the 24 households in question, only 19 committed funds to the 
organisation of funeral and other related ceremonies. Surveys in Zaire and 
Haiti show how funeral expenses there can represent more than 80 per cent of 
average annual per capita income and put a considerable strain on household 
budgets. In the monitored households of Céte d’Ivoire, however, they did not 
make any substantial contribution toward increasing expenditures. 

So the presence of AIDS does have an effect on the basic consumption 
patterns of households, but the modification that it causes is not always sus- 
tained and varies from one household to the next. In all observed households, 
AIDS plays a key role in changes in household consumption. 


The impact of AIDS on household 
composition and consumption in Thailand 


by Wattana S Janjaroen 


Section One: Introduction 
This paper examines two questions: 
M What is the household structure, and what are the components of the 
household, in households with and without an adult death? 
E Among households with and without an adult death, what are the factors 
affecting the change in household consumption? 
The data used in this paper were generated from research on the economic 
impact of HIV/AIDS mortality on households in Thailand by Pitayanon, 
Kongsin, and Janjaroen (1993). The area of study was five districts in 
Chiangmai Province in the upper north of Thailand — Mae Rim, San Sai, San 
Kampang, Hang Dong, and Fang districts — where reported HIV/AIDS cases 
and deaths were among the highest in the country. l 
The study team selected sample households with AIDS deaths and non- 
AIDS deaths from among those deaths that had occurred in the public health 
facilities of the five districts. A sample of households without a death was also 
identified. A survey questionnaire was administered to each household. The 
household respondent was either the household head or his/her representative 
who could provide the information. 


Section Two: Results 

2.1 Household structure and composition at the time of the study (1993) 

There were 361 persons in the households with an AIDS death or 3.11 persons 
per household (see table 1). This is rather low by rural Thai standards, but was 
partly explained by the recent death of a household member. The size of the 
households with a death from other causes was the same as in households with 
an AIDS death, but smaller than among households with no death, where it 
was four persons per household. 


